Several classic studies in social psychiatry have illuminated the important role that cultural beliefs play in shaping societal responses to people with mental illnesses.
Hollingshead and Redlich' introduced the concept of "lay appraisal" to indicate that, long before mental health professionals may become involved, people such as family, friends, coworkers, police, and, of course, the person himself or herself appraise the early signs of mental disorders and make decisions about what (if anything) should be done. Others have provided vivid evidence regarding cultural stereotypes. In Nunnally's2"P5lI semantic differential study, for example, respondents typified a mentally ill man as "dangerous, dirty, unpredictable, and worthless."
Still others have provided historical examples that underscore the importance of cultural belief systems in influencing largescale changes in the institutional management of people with mental illnesses. For example, Rothman3 linked the emergence of "asylums" in 19th-century America to cultural beliefs about the importance of rapid urbanization and massive immigration as causes of mental illness. In accordance with these beliefs, asylums were designed to remove people with mental illnesses from the flux and disorder of urban life and to provide them with orderly regimens that could bring equilibrium to their disordered minds.
Thus, the history of social psychiatry teaches us that cultural conceptions of mental illness have dramatic consequences for help seeking, stereotyping, and the kinds of treatment structures we create for people with mental illnesses. The role of cultural conceptions in shaping these processes is still evident. Large proportions ofpeople with mental disorders remain untreated,4'5 and pathways into treatment are subject to a host of contingencies suggesting that "lay appraisal" processes are still salient.6'7 Rather than waning, recent research suggests that stereotypes of dangerousness are actually on the increase8
and that the stigma ofmental illness remains a powerfully detrimental feature of the lives of people with such conditions.9-13 And in the current era of deinstitutionalization, the treatment system has been dramatically altered by "not in my backyard" community responses that have shaped the nature and quality of community residences for people with mental illnesses. 14 Because of the many ramifications of cultural conceptions, a vital role for public health practitioners is to monitor public beliefs. But systematic knowledge about these factors is not easy to come by, particularly in a form that can be replicated in different places and at different times. Fortunately, one of the pioneers of social psychiatry and survey research, Shirley Star, set forth a method that, while not perfect, facilitates an assessment of the nature of public beliefs about mental illness.'5 In a pathbreaking study, Star administered brief vignettes depicting paranoid schizophrenia, simple schizophrenia, alcoholism, anxiety neurosis, juvenile character disorder, and compulsive phobia to a probability sample of more than 3000 Americans. One of Star's remarkable findings was that very few Americans identified the described conditions as mental illness. Only the vignette depicting paranoid schizophrenia was so identified by a majority (75%). Simple schizophrenia was identified as mental illness by only 34%; alcoholism, by 29%; anxiety neurosis, by 18%; "disturbed child," by 14%; and compulsive phobia, by 7%.15 After Star's groundbreaking work, a series of local studies in different parts ofthe United States and Canada used her vignettes to document a substantial increase in the proclivity ofAmericans to identify these descriptions as mental illness.'6 Investigators also adopted her vignettes to study such issues as whether seeking psychiatric treatment leads to increased rejection17"8 and the extent to which public rejection is driven by the severity ofthe conditions described. '9 However, psychiatric conceptions of mental illness have changed dramatically since the 1950s, and consequently the original Star vignettes To assess public recognition, we asked how likely it was that the described person was experiencing "a mental illness." As shown in Table 1 , the vignette most likely to be designated as representing mental illness was schizophrenia (88%), followed by major depressive disorder (69%), alcohol dependence (49%), cocaine dependence (44%), and, finally, the troubled person (22%) (x2= 286.2, df= 4, P<.OO1).
These results indicate that respondents in the current study were more likely than Star's respondents to identify DSM disorders as mental illness. Nevertheless, they also indicate a continuing discrepancy between psychiatric and public definitions of mental illness. This discrepancy, however, may be due to a reluctance to apply the general term "mental illness" to specific conditions. Because of this possibility, after asking whether the vignette subject was experiencing a mental illness, we provided respondents with the specific label for the condition he or she received. Thus, for the schizophrenia vignette, we asked, "How likely do you think it is that [NAME] is experiencing schizophrenia?" For the other DSM-IV vignettes, we inserted "major depression," "alcohol dependence," or "a drug problem" as appropriate. For the troubled person vignette, we omitted this question.
When queried in this way, the vast majority of respondents identified the person described in the vignettes as very or somewhat likely to have the specified condition (98% for alcohol dependence, 97% for cocaine dependence, 95% for major depressive disorder, and 85% for schizophrenia). Thus, while some respondents did not apply the term "mental illness" to the condition described in the vignette, almost all accepted a specific DSM-IV label as a descriptor.
Public Perceptions ofCauses
We asked participants about 6 possible causes of the conditions described: the person's own bad character, a chemical imbalance in the brain, the way the person was raised, stressful circumstances in the person's life, a genetic or inherited problem, and "God's will." Specifically, respondents were asked, "In your opinion, how likely is it that [NAME's] situation might be caused by [CAUSE] ?" As shown in Table 2 Table 4 also shows the proportion of respondents who scored above the 2.5 midpoint of the scale, indicating that, on average, they were unwilling to engage in the forms of interaction included in the social distance scale. Twenty-nine percent were unwilling to interact with the troubled person, whereas almost all (90%) were unwilling to interact with the person described as dependent on cocaine. Even major depression (47%) incurred a distinct increment in rejection over that experienced by the troubled person. Because the hierarchies of responses were so similar and because previous research indicates that perceptions of dangerousness are important determinants of attitudinal social distance,22 we calculated the correlation between perceptions of violence and social distance and found it to be 0.432 (P<.001). Thus, there was an appreciable association between the beliefthat a person is likely to be violent and the desire to maintain social distance from that person.
Discussion
We began by pointing to a long tradition in social psychiatry that illuminates the important consequences that cultural conceptions of mental illness have for help seeking, for stereotyping, and for the kinds of treatment structures we create and sustain for people with mental illnesses. Because of the potential ramifications of such cultural conceptions, we set out to characterize public beliefs in 4 areas: (1) recognition of mental illnesses, (2) beliefs about the causes of mental illnesses, (3) beliefs about the dangerousness of people with mental illnesses, and (4) the amount of social distance desired from people with mental illnesses.
Results from the first nationally representative study of these issues conducted in 1950 led Star to characterize the public image ofmental illness as follows:
Mental illness is a very threatening, fearful thing and not an idea to be entertained lightly about anyone. Emotionally, it represents to people a loss of what they consider to be the distinctively human qualities of rationality and free will, and there is kind of a horror in dehumanization. As both our data and other studies make clear, mental illness is something that people want to keep as far from themselves as possible. '5(p6) On the basis of this characterization, Star was struck by the enormity of the task facing mental health educators. In her view, change would require "a veritable revolution in people's ideas about some very fundamental questions."15(P9) Although methodologic differences prevent us from directly comparing our results with those of Star, her observations help frame our consideration and evaluation ofthe present findings.
Public Recognition
Part of Star's pessimistic view derived from the observation that few Americans recognized as mental illnesses the conditions in the vignettes she constructed to depict such illnesses. Like Star, we continue to observe some disinclination to "label" vignettes as depicting mental illness. For example, 3 in 10 people thought the major depressive disorder vignette was somewhat or very unlikely to represent a mental illness. Only the schizophrenia vignette was identified as depicting mental illness by nearly 9 in 10 people. But this failure to apply the label ofmental illness might occur because respondents are reluctant to apply a stigmatizing label to a disorder such as major depression or simply because the specific phrase "mental illness" does not seem to describe disorders such as alcohol and cocaine dependence.
In light of these considerations, we found it instructive that people would accept a more specific psychiatric label to describe the vignette (i.e., schizophrenia, major depression, alcohol dependence, and drug problem). The more specific labels are consistent with conceptualizations of mental health providers and with appropriate treatAmerican Journal of Public Health 1331 
